A 62-year-old woman with a prior history of cholangiocarcinoma, left hepatectomy, hepaticojejunostomy, and portal vein reconstruction in September 2017 presented with recurring episodes of melena since March, 2018. Endoscopy revealed gastric varices, and the patient underwent multiple sessions of endoscopic management of the varices. However, the episodes of melena continued. Contrast-enhanced computed tomography (CT) of the abdomen revealed occlusion of the main portal vein with multiple venous collaterals at the hepaticojejunostomy (►Fig. 1A, B). She was referred to the Interventional Radiology department for further management. On examination, she was clinically stable with pulse rate of 78 beats/min and blood pressure of 138/70 mm Hg. Her liver function tests, renal function tests, and coagulation parameters were normal. Hemoglobin was 12 gm/dL. Portal vein recanalization followed by embolization of the varices was planned.
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Percutaneous transhepatic access of a peripheral portal vein radicle of the segment VI was achieved using a micropuncture set (AccuStick, Boston Scientific). Portal venography revealed occlusion of the main portal vein and filling of left gastric vein (►Fig. 1C). The occluded segment of the main portal vein was crossed using a 0.035-in guidewire (Terumo). Balloon angioplasty of the occluded portal vein was performed using a 6-× 40-mm balloon. This was followed by placement of a 10-mm × 60-mm self-expanding metallic stent (Absolute Pro; Abbott) ( ►Fig. 2A, B) . The stent was dilated using a 10-× 40-mm balloon. Postprocedure venography revealed satisfactory antegrade flow across the stent. There was filling of multiple venous collaterals at the hepaticojejunostomy from the jejunal tributaries of the superior mesenteric vein (►Fig. 2A). The left gastric vein was no longer visualized. These venous collaterals were superselectively catheterized, and embolization was performed using 33% n-butyl-cyanoacrylate-Lipiodol mixture (►Fig. 2B). Postembolization venography revealed good antegrade flow across the stent with no filling of the varices at the hepaticojejunostomy (►Fig. 2C). The portal vein access tract was embolized using n-butyl-cyanoacrylate. There were no procedural or immediate postprocedural complications. The patient was discharged in a stable condition without any further complaints of melena. Follow-up Doppler at 1 week of the procedure revealed a patent portal vein with good hepatopetal flow. 
Discussion
The incidence of ectopic varices at hepaticojejunostomy varies from 22 to 28% at 4 years following surgery for malignancy. 1 The varices are secondary to localized portal hypertension from extrahepatic portal venous obstruction and can result in gastrointestinal bleeding. Extrahepatic portal venous obstruction after surgery may result in ectopic varices at multiple sites, including the stomach, duodenum, jejunum, ileum, and rectum. Sometimes, bleeding can be torrential and life threatening with poor prognosis. 2 There are multiple treatment options, including surgery, endoscopic therapy, and interventional radiologic management. Conventional surgery aims at dissection of the hepaticojejunostomy site with re-anastomosis that results in disconnection of the jejunal varices. The risks of surgery include postoperative liver failure and recurrence of new varices.
2 Surgical (mesocaval) shunt can also be used as a definitive surgical treatment. However, this shunt surgery has a risk for occlusion, the possibility of encephalopathy, and operative morbidities. 3 Endoscopic management of these varices can be considered, but there is anatomic difficulty in reaching the afferent jejunal loop from the duodenum using the gastroduodenoscopy. Single-balloon endoscopy, double-balloon endoscopy, and adult variable stiffness colonoscopy have been used to reach these varices for clipping. Some have utilized push endoscopy using pediatric colonoscope and occluded the varices by direct injection of glue into the varices. 4 In one case, percutaneous transhepatic cholangioscopy was performed for direct puncture of the varices and glue injection that had to be repeated several times. 5 Interventional radiologic management of these varices has evolved as a safe and effective first-line therapy. Transjugular intrahepatic portosystemic shunt (TIPS) followed by portal vein stenting can be considered but is often technically difficult due to portal venous obstruction. In some cases, transhepatic or intraoperative portogra-phy followed by embolization of the varices was performed. 5 Rebleeding following embolization is high due to interval development of new varices. Treating the portal vein obstruction by venoplasty and stenting was enough to obliterate the jejunal varices surrounding the hepaticojejunostomy in some cases due to effective reduction in the portal hypertension. 3 Careful selection of the cases is required when there is extension of thrombosis/ occlusion into the intrahepatic portal venous branches. When feasible, a combination of portal venous stenting and embolization of ectopic jejunal varices provides the best line of management. In cases of failure, shunt surgery may be considered as definitive treatment.
